D
espite the importance of sleep for recovery, hospital noise may put patients at risk for sleep loss and its associated negative effects. Objectively measured hospital noise can range as high as 67 dB in the intensive care unit to 42 dB in surgical wards, far from the World Health Organization (WHO) international recommendations of 30 dB for patient rooms.
1 Although almost half of Medicare patients report that their hospital rooms were not quiet at night, data to objectively characterize noise levels and sleep in hospitalized adults in medical wards are limited.
2 One study that objectively measured sleep and noise among hospitalized adults older than 70 years found no association. 3 This study aimed to objectively measure noise and sleep duration in adult medical ward patients.
Methods. Eligible patients were community-dwelling ambulatory adults older than 50 years who were not transferred from the intensive care unit and enrolled in an ongoing study of general medicine inpatients at the University of Chicago Medical Center. 4 Patients with a known sleep disorder (ie, obstructive sleep apnea), with cognitive impairment (score of Ͻ17 on a telephone version of the Mini-Mental State Examination), under respiratory isolation, or admitted for more than 72 hours were excluded. The study was approved by the University of Chicago institutional review board.
On the first enrollment day, trained research assistants administered the Pittsburgh Sleep Quality Index (PSQI) to assess baseline sleep quality and hygiene and the Epworth Sleepiness Scale to characterize sleepiness in routine situations. 5, 6 Patients rated any potential sleep disruptions from 1 (not at all disruptive) to 5 (most disruptive) using items from prior studies. 7, 8 Based on the skewed distribution of responses, a patient "report of noise disruption" was defined as a response of 2 or higher. Objective sleep data (sleep duration and sleep efficiency) were obtained with validated wrist activity monitors (Actiwatch 2; Respironics Inc).
9 Noise levels were recorded with bedside Larson Davis 820 Sound Level Monitors (Larson Davis Inc), which recorded average (L eq ) , minimum (L min ), and maximum (L max ) sound level.
Descriptive statistics were used to summarize objective sleep and noise levels. Multivariate random effects linear regression models, controlling for study day, race, age, sex, and PSQI and Epworth scores and clustered by subject, characterized the association of nighttime noise and sleep duration and efficiency. All statistical tests were performed using Stata 10.0 (StataCorp), with statistical significance defined as PϽ .05. age of 66 (12) years and a median (interquartile range) length of stay of 4 (3-5) days. Subjects had relatively few comorbidities: 20% had chronic obstructive pulmonary disease; 16%, congestive heart failure; 23%, diabetes; and 36%, hypertension. One-third of subjects reported excessive daytime sleepiness on the Epworth Sleepiness Scale. Forty-eight percent of subjects were classified as "good sleepers" with a global PSQI score of 5 or lower.
For For 85 patients with sleep data, actigraphy data demonstrated that patients slept significantly less in the hospital than their self-reported baseline sleep (314 minutes vs 382 minutes; P=.002). Mean sleep efficiency when hospitalized was also low (73.3% [95% CI, 70.3%-76.4%]), with 52% of actigraphically recorded nights below the normal lower boundary of 80% efficiency for adults.
In multivariate analyses, patients exposed to the loudest tertile of average nighttime noise levels (mean L eq , 50 dB [95% CI, 47.8-52.0 dB]) slept significantly less (−76 minutes [95% CI, −134 to −18 minutes]; P=.01) than patients exposed to the quietest tertile of average nighttime noise (mean L eq , 43.3 dB [95% CI, 41.1-44.8 dB]) (Figure) . The most common sources of noise disruption reported by patients were staff conversation (65%), roommates (54%), alarms (42%), intercoms (39%), and pagers (38%).
Comment. Hospital noise levels in patient rooms are markedly higher than recommended levels and associated with clinically significant sleep loss among hospitalized patients. Much of this noise is attributable to preventable sources such as staff conversation. Hospitals should implement interventions to reduce nighttime noise levels in an effort to improve patient sleep, which may also improve patient satisfaction and health outcomes. 
I
n a highly competitive scientific environment, authorship decisions are important. Including authors who do not meet authorship criteria dilutes the merits of other authors and may lead to inappropriate academic advancement and have a corrupting and discouraging influence on research.
1,2 To ensure the honesty of the scientific process, the International Committee of Medical Journal Editors (ICMJE) defined 3 criteria for authorship eligibility, which, taken together, are indicative of personal effort and accountability.
3 More than 500 biomedical journals have requested listing themselves as subscribers to ICMJE Uniform Requirements (URM) for Manuscripts Submitted to Biomedical Journals. However, the prevalence of authorship policies and criteria and authorship definitions vary widely, with many journals having implemented no criteria.
We studied high-impact, peer-reviewed journals to assess these variations.
Methods. We performed a cross-sectional study in 135 peer-reviewed biomedical journals from 35 publishers, including the 15 top-rated journals in 9 Journal Citation Reports (JCR) medical categories rated according to the 2009 JCR Impact Factor (IF) (eTable 1). 4 We included English-language journals publishing (1) original research and other types of contents (all-content journals) and (2) all contents except original research (review journals). Guidelines or instructions for authors and manuscript submission available on journal Web sites were reviewed independently by 2 authors (J.M.P. and C.H.) using a standard form (eAppendix) in December 2010.
We coded journal authorship criteria (if any) using 12 criteria largely based on Archives of Internal Medicine and JAMA authorship criteria as a baseline (eAppendix). Criteria were coded into 8 categories according to compliance with the 3 ICMJE authorship criteria: categories 1 through 6 correspond to criteria 1 to 6 in the eAppendix; category 7, criteria 7 to 10 in the eAppendix; and category 8, none. The eAppendix and eTable 2 show the information collected for each journal.
The number of journals publishing contributorship disclosures was determined by review of 10 randomly selected articles from each journal published between July and December 2010.
We analyzed ICMJE criteria required according to different variables including the 4 publishers with the most journals.
Results. The median IF was 6.1 (interquartile range, 4.4-9.8). No association was observed between the IF and journal requirement of none or 1 or more criteria.
Three criteria were required by 51.4% of all-content journals vs 21.8% of review journals (P=.005). There was a significant association between criteria requirement and URM endorsement (P Ͻ .001): of the 50 journals subscribing to ICMJE requirements, 18% required no criteria, compared with 51.7% of the 85 that did not (Table) . Each criterion was required by approximately 50% of jour- 
